
REGISTRATION FORM

Participant’s Name:______________________________________________________Birth Date:_______________Age:________M/F:_______
Address:________________________________________Town___________________Zip_____________Phone__________________________
Mother’s Name____________________________________Work Phone__________________________Cell Phone_______________________
Father’s Name_____________________________________Work Phone__________________________Cell Phone_______________________
Best # to Reach________________________Name at that #__________________________Email______________________________________
Alternate Emergency Contact__________________________________________Relationship to participant____________________________
Emergency Contact Phone______________________________________Emergency Contact Cell_____________________________________
Allergies/Concerns______________________________________________________________________________________________________

*NON RESIDENTS MUST ADD $10.00 TO TOTAL*

Make Check Payable To: “Town of Westford”
Mail To: PO Box 2444, Westford, MA 01886
 OR
 Drop Off At: 35 Town Farm Road

PA RT I C I PAT I O N  I N  T H E  A B O V E  P R O G R A M ( S )  M AY  I N V O LV E  S O M E  R I S K  O F  P E R S O N A L I N J U RY.   I  H E R E B Y  R E L E A S E  A N D  C O V E N A N T  T O  H O L D  
H A R M L E S S  T H E  R E C R E AT I O N  D E P T. ,  I T S  A G E N T S  A N D  E M P L O Y E E S  F R O M  A N Y  A N D  A L L A C T I O N S ,  C L A I M S  A N D  D A M A G E S  F O R  P E R S O N A L 
I N J U R I E S  T H AT  I  O R  M Y  C H I L D ( R E N )  M AY  H AV E  S U S TA I N E D  A N D / O R  M AY  H AV E  I N C U R R E D  A S  A R E S U LT  O F  PA RT I C I PAT I O N  I N  T H E  A B O V E  
P R O G R A M ( S ) .

PARENT/GUARDIAN SIGNATURE:______________________________________________________________DATE___________________

ACTIVITY SESSION DATE(S) DAY(S) TIME FEE

Non-Residents add $10.00

TOTAL DUE: $_________________


